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I.  EXECUTIVE SUMMARY 
The Foothills Academy is an all male adolescent residential treatment facility in Albany, 
Kentucky.  As more states turn toward alternative treatment options to address the growing 
needs of youth suffering from mental and emotional disorders and substance abuse issues, 
demand for more efficient treatment programs is on the rise.  To remain competitive and to 
administer the best treatment services for their clients, residential treatment programs must 
utilize industry best practices that allow efficient use of public funds.  By identifying high 
performing programs, those programs may then be studied to identify factors key to 
individual program success. 
My findings were consistently statistically insignificant, as each examined trait was found 
not to have a causal relationship with program success as defined.  Further study is needed to 
identify factors affecting residential youth treatment programs. 
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II. Identification of Research Issue. 
The Surgeon General suggests that as much as 20 percent of the United States’ youth are 
considered at risk or have already been diagnosed as having a mental, emotional, or substance 
abuse disorder(DHHS, 1999).  These disorders include depression, bipolar tendencies, 
schizophrenia, general psychoses, anxiety, and eating disorders which all can be co-occurring 
with substance abuse.  Authorities also go on to theorize that a majority of those 20 percent will 
suffer functional impairment as a result of their illness (NIMH, 2007).  The National Institute of 
Mental Health projects that at least half of those 20 percent diagnosed will suffer significant 
impairment—which is defined as disruptive behavior patterns that will interfere with home, 
school, social, and community life (NIMH, 2007). The National Center for Children in Poverty 
reported in 2006 that 5 to 9 percent of youth have some type of sever functional impairment with 
their ability to interact with others in their community and peers (Masi and Cooper, 2006). These 
behavior problems can lead to higher levels of aggression and confrontation that can prevent the 
development of healthy relationships and further socialization with family, friends, and 
community members (Isett et al. in McCurdy, 1980).  More disturbing is the link between these 
disorders and suicide, as discussed in the national Youth Risk Behavior Survey, which looked at 
suicide and attempted suicides for a 12-month period for high school students (Nemours 
Foundation, 2008).   
Youth who do not receive the treatment that they need are likely to suffer from “clinical 
deterioration and dysfunction” that escalates the current disorder—which in turn can cause 
further damage to the patient and their family and friends, increase further interaction with the 
social/juvenile systems, and ultimately lead to adult criminal activity(DHHS, 2003).  Three 
general guidelines warrant admission to a residential treatment center, (McCurdy, 2004):: )1) 
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patient is at risk of self injury,  (2) patient is at risk of physical aggression and harm to others in 
community, and (3) patient is capable of disruptive and destructive actions in the communities in 
which they live.  The residential treatment program that the patient is enrolled in then begins the 
assessment process to identify the patient’s needs. Ultimately the staff clinician and therapy team 
create a tailored treatment that will best address that patient’s needs.  Treatment regimes often 
(DHHS, 2003) include substance abuse counseling, individual and group counseling, and 
behavioral management.  
 
As seen in (Figure 1), admittance into these programs can come from a variety of sources, but 
primarily through social service program interventions. It is within the case worker’s discretion 
to place the patient in the program best suited and able to address the patient’s needs.  As 
residential treatments begin to grow as an industry (Kott, 2010), case workers have the ability to 
“shop” treatment centers with open beds to see which treatment centers might be best capable of 
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addressing their clients’ needs.  Residential treatment programs now must compete to keep their 
beds full and operate at a capacity range.  In this competitive market, it will be an advantage to 
be able to demonstrate a performance edge in program success as well as demonstrating maximal 
outputs for public dollars invested. 
III. RESEARCH QUESTION 
Where does the Foothills Academy fall in the performance spectrum of residential treatment 
facilities in Kentucky?  Foothills Academy will be compared with other nonprofit residential 
treatment centers in Kentucky to find each program’s success rates based upon averages of 
performance for one year.  After completing this ranking, the research will then try to find a 
common set of factors that might explain the success rates of the individual programs.  Indicators 
for those factors include: 
• ratio of patient to staff 
• staff percentage of licensed clinician 
• patient loads 
• average successful treatment time  
 
IV. BACKGROUND 
The Foothills academy began as a concept of Circuit Judge Jeff Choate, who envisioned a 
treatment center to assist the numerous at-risk youth he encountered when presiding over 
juvenile cases.  Judge Choate’s vision became a reality when federal agents raided a personal 
residence in Clinton County and discovered the largest underground marijuana 
processing/growing facility in the nation.  Choate was able to lease the property and home(s) to 
house his evolving dream. 
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Foothills Academy is an all-male residential treatment center in Albany, KY in Clinton County 
that is currently licensed for up to 72 resident juvenile patients.  Opening its doors for patients in 
2002, the facility serves young males from ages 12-18, offering individual, group, and family 
counseling.  The treatment programs also include drug and alcohol counseling, anger and 
behavioral management, and basic independent living skills. Patients can come from three 
sources, including the Kentucky Department of Juvenile Justice, the Kentucky Department of 
Child Based Services, and state Alternative to Detention Program.  Those from the Kentucky 
Department of Juvenile Justice are those evaluated youths who no longer require the extensive 
supervision of a juvenile delinquent facility, but still require treatment and further observation 
before being returned to their families and communities.  The Kentucky Department of Child 
Based Services admits youth identified as at-risk in their home environments and patients not 
receiving the court ordered treatments or supervision their disorders require.  Alternative to 
Detention Program participants are given a chance to address their issues and participate in 
rehabilitation treatment programs in lieu of serving time within the juvenile justice system. 
The patients of Foothills Academy suffer from emotional and mental disorders, as well as 
substance abuse and addiction.  These manifest through destruction of property, assaults on peers 
and caregivers, self abuse, suicidal threats, arson, and sexual aggression.  As seen in Figure 2, 
Foothills Academy’s community behavioral profile shows these manifested behaviors and 
disorders.  As mentioned earlier in the study, many of these manifested disorders are found to co-
occur with substance abuse issues and often “piggyback” with other behaviors, which can 
exacerbate medical conditions. These substance abuse cases, when combined with the general 
disorders, can create serious medical issues that require medical observation and attention. As a 
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result, Foothills Academy and other residential youth treatment programs also provide a LPN on 
staff, and access to a registered nurse hotline 24 hours a day, 7 days a week. 
 
V. LITERATURE REVIEW 
Residential Treatment programs have been around since the 1700s according to a 2007 study by 
the U. S. Department of Health Human Services.  As the mental health field grew, treatment 
opportunities outside traditional hospital or home avenues have grown as well.  Unfortunately, 
residential treatment programs have not received as close attention as other aspects of mental 
health (Quay, 1986).  This may be due to the fact that researchers have found it difficult to study 
residential treatment patients with dependable outcomes because each participating patient is 
subject not only to their disorder, but also the level at which they suffer from their disorder, 
which defines both the type and level of treatment(Taylor, 2010).  With a growing number of 
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youth suffering from emotional and mental disorders, as well as substance abuse issue, 
residential treatment programs are becoming a more utilized tool (Taylor, 2010).  To insure that 
each patient is receiving the best possible care, the industry can benefit from a “best practices” 
assessment of residential treatment centers that lead their markets in performance. 
Statistical analysis of data allows researchers to make inferences based on patterns observed in 
sample of the population/environment being observed.  In this case, by establishing a standard of 
successful performance, we can then search for patterns that contribute to success.  Defining and 
measuring success and ultimately establishing performance positions potentially allows 
concerned parties to identify high performing programs.  With further analysis, concerned parties 
will (hopefully) be able to identify performance idiosyncrasies that allow particular programs to 
perform better than others.  In the case of Foothills Academy, by comparing statistical data, the 
researcher can create a performance scale.  Further focus on empirical evidence will allow 
researcher to theorize whether or not particular factors influence performance.  Understanding 
efficiency factors can allow an organization to identify its strengths and weaknesses, which is the 
first step in addressing those potential limitations (Kott, 2010).  The ultimate goal is when 
research has identified influencing factors, those factors can be adopted (or abandoned as 
needed) by other similar programs to increase efficacy. 
VI. RESEARCH DESIGN 
Preliminary literature review shows that residential treatment centers are often more suitable and 
more likely to produce successful transitions back into homes and communities than standard 
juvenile delinquent centers (Brown, 1998).  Because of this, I began my research by identifying 
juvenile residential treatment centers in KY.  Specifically, I conducted a comparative analysis of 
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Foothills Academy in Albany, KY and the 15 other similar institutions in Kentucky.   My 
working research questions are “How does the Foothills Academy rate in program success 
compared with similar organizations in KY?”  What accounts for differences in success between 
these institutions? These 15 residential treatment centers were identified using the Children’s 
Review Program (CRP) provided by the Bluegrass Regional Mental Health Mental Retardation 
organization—a partner with the Kentucky Cabinet for Health and Human Services.  The CRP 
provides annual data on the 148 current youth residential treatment organizations in Kentucky. 
The CRP was created in a joint effort with the Kentucky Cabinet for Families and Children and 
the Department of Psychiatry at the University of Kentucky in 1995.  The CRP is a tool for those 
professionals who work with any aspect of: assessment, plan treatments, service delivery, case 
management, program and policy development, analysis, and legislation for children and young 
adults.  CRP is responsible for tracking patients (youth) through the system, tracking levels of 
care (LOC) per case, technical assistance via training, and program support.  As this organization 
grows, its level of influence grows as well, with placement officials potentially utilizing their 
data collection and analysis to match patients with the most suitable treatment facility.  
I have identified the 15 residential treatment centers in Kentucky that serve only males, ages 12-
18 with levels of care (LOC) between 3 and 6.  These 15 institutions do not include in their 
treatment populations individuals who are medically fragile (as defined by the Kentucky 
Department of Community Based Services), dependent on life support, chemically dependent, 
and/or pregnant.  From the available data, I have been able to identify their patient load for 2009, 
their success rates, staff numbers, staff education levels and average length of time for program 
success.  Table 1 lists the 15 organizations selected for this study.   
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I then found the number of patients who successfully completed the program and created a 
success rate percentage.  At placement, a treatment panel of social workers, counselors, 
educators, and administrators interviews patients and reviews their files and history with the 
juvenile system.  A personalized program is then designed for the patient, including several 
“milestones” set along the treatment timeline that indicate program participation and treatment 
progress.  At each milestone, the patient is reviewed and judged on their ability to progress in the 
treatment plan or if a previous step needs to be readdressed.  A success, in this study, is defined 
as a patient who completes their prescribed treatment programs (including all counseling, life 
skills, and substance abuse) and meets all mandated goals.  A failure is a patient that fails to 
complete the program as prescribed for whatever reason, including being transferred out due to 
behavior issues, failing to comply with organizational policies and rules, or “aging out” of the 
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system.   I then found the average number of successes for each treatment center and created a 
performance ranking that listed the treatment centers by their patient success percentages.    
Once the success hierarchy had been established, I began to compare contributing factors that 
may have influenced organizational success.  This stage of the research sought to establish a 
relationship between success rates and the ratio of patients to staff.  The working theory here is 
that the greater number of staff monitoring and working directly and indirectly with the patient--
the greater chance the patient has in completing their treatment program. 
The second statistical test is to compare state licensed and certified staff to success rates.  This 
comparison is an attempt to find a correlation between the number of state licensed employees 
involved in an organization’s treatment program and the percentage of patients who successfully 
complete their program.   The working theory here is that those programs that utilize more 
certified clinicians will be better equipped to serve their patients, and better served patients will 
be more likely to complete their training programs.  The collected data is averaged, so that a 
reflective educational profile of the program staff can be accurately portrayed.  
The third statistical comparison began by looking at the number of patients a facility can provide 
services for at a time in order to identify patterns in patient load and success rates.  This included 
all patients treated in the year 2009  I sought to find a correlation between patient’s successful 
completion of their program with the number of patients being serviced. I theorized that the 
fewer patients a program cared for, the better the success average. 
The fourth and final statistical comparison involved comparing the success averages to average 
length of successful treatment times.  This involved compiling the number of program successes 
and failures, and then noting the number of days it took to either complete the program or be 
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transferred out.   After recording the number of days each patient needed to complete their 
treatment program, I then averaged those days to find an overall average treatment length.  The 
theory behind this assumed relationship being that lengthier programs allow patients more 
quantitative treatment, which would improve success rates. 
VII. ANALYSIS AND RESULTS 
  My first step was in compiling a performance spectrum based on success rates, thus creating a 
ranking of performance from best to least. The ranking results can be seen as follows in TABLE 
2. 
        
I then calculated the patient to staff ratios, and posted the comparisons in order of 
program success rates.  The data is listed as follows, on TABLE 3.  To read the table, for every 1 
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patient at Bellewood Center Group Home, there 1.5 staff members there to provide service and 
supervision.  
 
 I then ran a statistical correlation test that attempts to find a pattern between two variables, in 
this case the program rank percentage of each residential treatment program and that program’s 
staff ratio.  The correlation coefficient is a measure of how strong of a linear relationship might 
exist between two variables, in this case program success average and patient/staff ratio.  The 
correlation coefficient is a number between (-1) and (+1).  The closer the number is to (+1), the 
stronger the positive linear relationship between x and (meaning that as x increases, then so will 
y).  The closer the correlation coefficient is to (-1), the stronger the negative linear relationship 
between x and y (as x increase, y decreases).  The closer to zero a correlation coefficient 
approaches, the less likely a linear relationship exists between the two variables.    In the case of 
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patient to staff ratio (appendix A), I calculated a correlation coefficient of -0.04528, which is 
close to 0.  To further investigate the relationship between the two variables, I ran a regression 
analysis. Regression analysis is a statistical technique that measures the relationships of 
variables, and the reliability of predicting future values based on those variables.  The completed 
regression for patient/staff ratio and program average success (appendix A) returned a 
significance F value of 0.872695.  A significance value of greater than 0.05 means that the X 
values (patient/staff ratio) is statistically insignificant (at a 95 percent confidence level). 
The next step in the program comparison process is look at the licensed treatment staff to see if 
there might be a relationship between percentage of state licensed and certified staff and program 
average success rates.  Those results (seen below in TABLE 4) are ranked in order of successful 
treatment centers again, to see if obvious patterns or trends might be discerned. A correlation 
coefficient test is performed(appendix B), and the result is a correlation coefficient of -0.19232 
—a number still statistically close to zero, thus making it unlikely that a significant relationship 
exists between the two variables.  A linear regression was also performed on this data set 
(appendix B) and the resulting significance F value of 0.492278(not significant at a 95 percent 
confidence level). 
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The third stage of my analysis included patient load in comparison to average success rates.  
Table 5 shows the patient load by program, on order of average success rate.  Again, a 
correlation coefficient test was conducted (appendix C)—and the result was 0.173196(not 
statistically significant).  When the data was run through regression analysis (appendix C), a 
significance F value of 0.537047(at a 95 percent confidence level), which again is above 0.05, 
and not statistically significant.  
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My final attempt at comparing program traits and program success averages focused on the 
average treatment times for various programs. I again ranked those individual program time 
averages by day, scaled to the performance success averages, as seen below in Table 6.  As to 
form, I ran a correlation test on the data (appendix D), which resulted in statistically insignificant 
coefficient of 0.282296(at a 95 percent confidence level).  Again, when I entered the data into a 
regression test, I ended up with a significance F number of 0.308010, which is again larger than 
0.05 and thus statistically insignificant (at a 95 percent confidence level). 




This study is highly focused, with a narrow scope of investigation and an extremely small study 
group. While the compared groups have similar profiles, other factors were not taken into 
consideration that may play influential roles in a residential program’s success.  While the study 
results have been found to be statistically insignificant, this can very well be caused by such a 
small sample—and that given a larger representation of the juvenile resident treatment programs, 
the variables may become significant.  This study is also limited by time.  We have a single year 
“snap shot” of residential programs in Kentucky, which doesn’t account for unique occurrences 
or spikes in performance.  A long term study may see a more equal distribution of the data, and a 
more accurate representation to be interpreted.  That more accurate representation might also 
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consider the affects of gender on residential youth treatment facilities, as well staff tenure and 
experience.   
There is also the subjective question of what program success rates tell us.  Is residential 
treatment truly effective in treating the disorders and manifestations of affected youth only if 
they “graduate” from their individual treatment programs?  Is the patient’s behavior really 
changed or only temporarily adjusted to insure home reinstatement?  The study fails to address 
patient’s external influences that can/could affect treatment success.  The data available fail to 
note socio-economic background, family history of violence/addiction/criminal 
activity/victimization.  The data also fail to reflect aftercare and relapse cases and subsequent 
encounters in the juvenile systems. 
VIII. RECOMMENDATIONS 
With no discernable influencing factors, I have to recommend further study and analysis to 
identify those potential influencing factors that affect program success.  While the Foothills 
Academy is doing well in patients completing their prescribed treatments, (ranking third in the 
study group) there still may be techniques or practices that may help the program become even 
more effective in addressing its patients’ needs.  It could benefit the residential treatment sector 
as a whole to cultivate open communications between providers to share best practices and 
discuss case by case challenges and success.  I believe that a better understanding of effective 
treatment could be found by conducting a long term study of patients treated at residential 
treatment facilities in adolescence to see if there are future incidents within the adult criminal 
system (and to what extent), as well as reoccurrence of emotional and mental disorders and their 
effects on general health, and any substance abuse or addiction related occurrences.    
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Appendix A—Correlation Coefficient and Regression of Patient to Staff Ratio 
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